INTRODUCTION

Value of the morbidity and mortality conferences
Many physicians were trained when morbidity and mortality (M & M) conferences, although often harrowing experiences, were also the educational highlights of our residencies. We not only learned that we were answerable for our morbidity/adverse events (AEs) and mortality of our patients, but also learned that our mentors had the same inherent accountability, concerns, and responsibilities. In short, we all had to acknowledge, learn, and teach from our shortcomings to avoid repeating them.
Morbidity and mortality conferences supplanted by "Quality Assurance"
More recently, M & M conferences have been supplanted by the latest medical administrative "advance or mandate" for Quality Assurance (QA) meetings. Previously, M & M conferences served to educate all of us in an "open forum" in "real time" through frank discussion "and discovery" (e.g., how to better diagnose and treat our patients). Their replacement, QA conferences, only questions whether "quality measures" or the "standards of care" have been met, and if outcomes (e.g., even including major AEs or deaths) were "acceptable and/or anticipated."
Medicolegal constraints: Not an excuse
Do medicolegal constraints render the M & M conference "DNR (do not resuscitate)"? The answer should be no, because in most states, physicians may safely participate in M & M conferences, as data from these proceedings are considered "confidential" and are not "discoverable" in a court of law. A glaring exception occurs in the state of Florida, where the Sunshine Law allows for "full access" (rather than "full protection") to this information (e.g including access for plaintiff's attorneys) for anyone who requests it. The result, in Florida, has been fewer M & M conferences with even fewer attending these conferences, likely resulting in an irrevocable loss of educational opportunities for all.
Informal poll asking spine surgeons how to resuscitate morbidity and mortality conferences
How do we resuscitate M & M conferences, and increase the number of physicians attending these conferences? After all, if physicians do not come to these conferences, residents, physician assistants, nursing staffs, adjunctive health care professionals (e.g., nursing assistants and social workers), and our patients, all stand to lose educational opportunities, as do the physicians themselves.
To better glean an understanding of who attends M & M conferences, members of the editorial board of Surgical Neurology International (Spine Supplement) were polled using a questionnaire. Seventeen board members responded to the poll: 13 neurosurgeons and 4 orthopedists. Six respondents were chairs of either orthopedic [1] or neurosurgery [1] departments, and 4 were Chiefs of Spine Sections. mandatory, 10 responded yes, 5 said they were not mandatory, while 2 did not know the "requirements." Nevertheless, nearly all acknowledged that attendance at M & M conferences was considered "part of the culture" (e.g., even if not mandated), and if conducted in a collegial way, discussions provided "excellent learning experiences." Furthermore, most agreed that residents and attending physicians in university settings were largely "required" to attend M & M conferences, unless they were out of town or performing emergency surgery (i.e. typically, no elective operations were scheduled during these intervals).
When questioned whether surgeons had to attend if their cases were presented, 15 responded yes, and only 2 said no. Almost all commented that if surgeons were operating or not present, whether excused or not, cases were "held over" until they could be present. They agreed that attending physicians must present their own cases at M & M (or physically be present if a resident was presenting them) so that accurate case information, errors in judgment/technique, and related meaningful discussions could take place. Additionally, conferences frequently yielded useful suggestions that could improve patient care. In the extreme, recurrence of similar complications could prompt review/institutional oversight of the surgeon's practices (e.g. root cause analysis), resulting in greater supervision, probation, and possibly the "loss or curtailment of hospital privileges."
When asked if attendance at M & M conferences overall was problematic, 13 responded "no"; 11 of these respondents were from universities, 1 was in a universityaffiliated private practice, and 1 was solely in a private practice. Four responded "yes," it was problematic; notably, 3 involved university settings, while 1 was a private practice affiliated with a university.
Recommendations to improve attendance at morbidity and mortality conferences
Board members had several recommendations for I finally got the chance this morning to read your paper on the M & M Conferences. I must tell you that while I did attend from time to time so I could understand what they were all about, and "enjoy the show" and admire my dear husband, my background is not in Neurological Surgery.
Much of my career was in Rehabilitation. Dr. Rosomoff (Dr. R) stepped aside as Chairman of neurosurgery (NS) and became Chairman Emeritus in 1993 so he could run the Pain Program full time. It was difficult trying to do NS, etc., and do the Pain Program. I joined him in 1980 to build the Rosomoff Pain Program. It grew to over 100 Pain Team Members. Its legacy continues. I am enhancing attendance at M & M conferences. First, many recommended offering continuing medical education (CME) credits to add value to the time spent. Second, in a full-time setting, it is often implicitly or explicitly part of their contractual agreement with the department/institution. In two cases, Chairman of departments (1 orthopedics, 1 neurosurgery) noted that 10% of surgeons' salaries were linked to attendance at M & M and other conferences (e.g., "departmental citizenship"). Several members of the board including the multiple chairman, responded that surgeons should be required to attend at least 50-75% of M & M conferences; some even required 100%. Nearly all commented that surgeons should always attend M & M conferences when their own cases were presented. Finally, failure to attend M & M conferences, should have consequences, (e.g., lead to the potential loss of compensation, operating room time, and/or hospital privileges).
CONCLUSION
M & M conferences can be revived, and should not be considered DNR (do not resuscitate). Our common goal should be to learn from our complications, mistakes, and adverse events, and thus, improve future outcomes. We cannot glean the educational benefit from M & M conferences if we are not present. Ideally attendance should be mandatory. The primary surgeon should always be present for a thorough discussion and debate of their case and its' outcome. After all, as one member of the board noted, "a crumbling educational infrastructure does not lend itself to quality".
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retired but still very much involved with the social and other events. Many of the original team members are still there, however, there are probably about 50 employees now, which is important to continue the legacy/treatment approach 1 renowned, It still has a world reputation.
Morning conferences at Dr. Rosomoff 's pain center
The Pain Center had a more intensive system for review of morbidity/mortality than routine M & M, and most all of these conferences/rounds were led by Dr. R. He and we held A.M. rounds (every morning) to review how the patients fared during the night, and the treating team reported the During those conferences with the team, which Dr. R ran like M & M, although the team's work was up for scrutiny, it was also a great teaching/learning opportunity. I always tried to attend as many as I could, and give input.
Formal graduation ceremonies for the pain center
We also had a formal Graduation Ceremony for those patients who completed the program. I usually ran them, and spoke about the graduates. We gave them a diploma, family members attended, the patients became attached to the team so it was a good way to say goodbye and to inspire new patients just entering the 4-6 week program.
Response to morbidity and mortality editorial
Your paper took me back in time to the "good old days" of medicine. The pecking order was very clear, and the discipline was unquestioned. Dr. Rosomoff was fantastic with M & M Rounds and as I remember, your Dad (Joseph A. Epstein MD/Neurosurgeon) was too. I learned a lot from reading your paper. I think that M & M should be run as it was in those days. I doubt that it can be in today's times, but the honesty of admitting adverse events, and using that as a learning opportunity was the best way to teach, and still is. I think the accountability was also sobering, and would cause everyone to be much more aware of events and consequences. I can think of nothing more effective than learning from one's mistakes. That is so lacking in today's times. I have forgotten about the advent of (QA), and to this day do not think much of it.
Medicolegal issues in the state of Florida
You raised the issue of Medicolegal issues, and I had totally forgotten that the State of Florida was an exception due to the "Sunshine Law" allowing for "full discovery". On the other hand, another issue has been the $250,000 cap on pain and suffering that has limited malpractice exposure in Florida. That has been a disaster, and the State of Florida has become a "haven" for doctors who needed to get out of their own States as their practices were at high risk.
Attendance at morbidity and mor tality conferences
Yes, attendance should be mandatory, especially for the surgeon whose case is being presented. I do not remember the process for selection of the case to be presented. You said that the respondents said attendance should be mandatory, however, in today's times, if you polled the Neurosurgeons at large, how many do you think would agree with that? I think they definitely should be mandatory in University settings, as it is such an important part of teaching/learning.
Nursing morbidity and mortality conferences
Regarding nurses having their own M & M conferences, I would be opposed for the following reasons. Nurses have been isolated from other disciplines for too many years. They have much to learn, and the information they would bring to a multidisciplinary conference is invaluable for other disciplines. In addition, the knowledge they can gain at a multidisciplinary conference would be extraordinary. 
Focus on nursing value at morbidity and mortality
One other thought about inpatient nurses and their value to the Team and M & M conferences. They are the only discipline to have a 24/7 presence and therefore can provide the greatest amount of information about the patient and their response to care. They provide continuity of care and obtain the most information, verbal and nonverbal, about the patient throughout the course of treatment. They can also become close to the patient and build a trusting relationship
How to improve attendance at morbidity and mortality conferences
The recommendation to improve attendance by offering CMEs was brilliant, as financially and "time wise", it would make sense. The other suggestions were also very good regarding attendance. Your "conclusion paragraph" was right on. Overall your EDITORIAL is brilliant, well thought out, and on the "mark". You write so well and to the point. BRAVO!!! Renee Rosomoff 
Mortality and morbidity conference-Not dead yet
M & M conferences have always served the function of maintaining "local quality assurance" and "accountability" for most residency programs in academic environments. It has traditionally provided a format to discuss complications, their prevention, and management. It can also provide a format to discuss the incidence of complications, and compare these frequencies to those reported in the literature. Morbidity and mortality conferences: The added teaching of "Non-scientific aspects of neurosurgical practice"
Limitation of resident participation in morbidity and mortality conferences detrimental to education
While the scientific and technical aspects of surgical practice are the foundations for all surgical residencies, we learn other important lessons during our training. As a neurosurgical resident in Memphis during the early 1970s, I was astounded to hear Dr. Francis Murphey during a weekly hospital departmental meeting (we might call it M & M today) stand up before residents and colleaguessome of whom were actually competitors and not part of the university faculty-and forthrightly discuss a case he thought he had botched so others might learn. Dr. Murphey immediately became an even bigger hero in my eyes than he already was. Later, he was joined by James T.
Robertson and Duke Samson among others, who by their process of the institution addresses physician discipline, yet the physician officers of the hospital often rubber stamp recommendations from the same hospital personnel involved in the QA committees based on protocol. This flavors the entire process with a decidedly JCAHO stamp.
Unfortunately we have only ourselves to blame in facilitating this problem, and resurrecting M & M conferences would certainly be a step in addressing this issue.
Donald Hilton
Neurosurgical Associates of Aan Antonio San Antonio, Tx E-mail: dhiltonjr@sbcglobal.net honest discussion and self-assessment of case complications, taught me and other impressionable neurosurgical faculty members and trainees important, but not scientific aspects of neurosurgical practice. I hope this kind of conference is not doomed in the era of process and system reviews and institutional quality assurance/risk management oversight. Hopefully, the M & M conferences in most states will remain "nondiscoverable". Otherwise, trainees and young faculty members will have ample opportunity to learn from those who dissimulate, and explain away their complications.
Howard Morgan
Trammell Crow Professor of Neurosurgery Dept. of Neurosurgery University of Texas Southwestern Medical Center Southwestern Dallas, TXUT E-mail: Howard.Morgan@UTSouthwestern.edu
Commentary Commentary
and at the time of any discussions re: complications. This is an important lesson to be learned during residency.
Physicians with a complication need to be present at the conference to accurately present the chain of events, and the reasons for treatment choices.
In the end, our common goal is excellent patient care.
Learning from mistakes improves patient care. Attending M & M should help reduce mistakes and should be expected routinely for the members of the treatment team. 
Francis Gamache
Morbidity and mortality is an integral part of every medical group/institution
Enjoyed your piece on the demise of M & M.
First, M & M is an integral part of every medical group/ institution. In fact, in some respects, our annual Cervical Spine Research Society (CSRS) presentations, and comments following them, are a version of such.
M & M's have always been a tradition at Johns Hopkins
Hospital. Currently, in the neurology department, they are held every quarter at a time when grand rounds are usually held. There are no requirements for attendance, nor penalties for absence, except that the resident who followed the patient in hospital usually presents the case, and the associated attending is expected to be present. The case presented is usually an inpatient. CME credit is given as with all grand rounds.
The case presentation should determine whether the problem is in "the system,"-that is, protocol, or where there are individual errors in judgment, action, risky behavior, etc. The goal is to determine whether changes in system or individual behavior are needed.
But the atmosphere is one where we are warned not to blame or be offensive to the resident presenting, or to "We never had any problems with attendance at morbidity and mortality conferences"
We never had any problems with attendance, as the topics were interesting, and the department members wanted to be heard and participate in decisions which affected their practice. All attending physicians were required to be present when their cases were discussed. Records of the M & M conference were kept locked up by the chairman without any identification of the patients' names or the physicians involved.
George Jacobs 
Quality assurance: "Medicine for dummies"
I have no respect for so-called "quality assurance" or "standard of care" sessions based on criteria from some remote source (e.g., I have no idea as to their (QA team) experience/fund of knowledge!) Their directives are similar to "evidenced based medicine", otherwise known as "medicine for dummies." I would rather rely on the judgment and skill of respected colleagues (i.e., as in CSRS critiques). Always enjoy working with you and our CSRS colleagues. If the discussion is limited because of fear of legal or other retribution, then the educational value of the conference will be completely lost. Likewise, the conference room should be restricted to the appropriate parties during the proceedings, so there will be no hesitation on the part of all physicians present to participate in frank discussion. With such arrangements, no one will be adverse to partake in discussion, and thus the conference will be successful as both an analytical and educational tool.
Ron Pawl
Associate Professor University of Illinois, Chicago (Ret.) Lake Forest Hospital Lake Forest, Illinois (Ret) E-mail: ron@pawl.com
Commentary Commentary
Morbidity and mortality Conferences Remain a Great Educational Tool
M & M conferences remain a great educational tool. As noted in the editorial, this success depends on a number of factors:
1-Attendance. Attendings involved in cases absolutely must attend conferences. However, a good discussion of the relevant points is dependent on a critical mass of attendings being present.
2-Preparation.
The cases must be thoroughly reviewed before the conference so that important details are available at the time of discussion. Cases must be chosen appropriately as well. It is important that when a case leads to teaching points, the relevant scientific literature be cited.
3-Collegiality.
Each conference must be handled in a spirit of collegiality. The general approach is that many problems are "system problems" and can be rectified by improving hospital protocols based upon the best scientific evidence. There cannot be accusations against a particular physician during this process. Any such issues must be handled through the hospital's established Morbidity and mortality conferences: A standard part of our academic culture I read with great interest the editorial by Dr. Nancy E. Epstein regarding M & M conferences and how these conferences are viewed by different individuals. Being trained, and then working in the same institution for the past 22 years, I have always viewed these conferences as a standard part of our academic culture at our institution.
Seeing the different viewpoints presented in this editorial, allowed me to see other opinions, which I found exceedingly interesting. We are all victims, to some extent, of the regulations of our workplace. At our institution, we are required to have our complications presented and discussed before our peers; therefore, regardless of our own personal opinions, this is a requirement of employment. Many of the apprehensions that surgeons may have in participating in this type of forum, while certainly perhaps natural and appropriate, would not be issues of debate at institutions where this is required. In other institutions where attendance and participation are not mandatory, I would hope that the individuals would see many of the educational and practical values that can be gleaned medical staff procedures. The conference must maintain a nonpunitive approach in order to foster learning and process improvement.
4-Leadership.
It is important that the leaders of the conference work closely with hospital administration so that the conferences can better align departmental and hospital goals. 
5-
Mark Stecker
Professor and Chairman of the NeuroScience Institute WInthrop University Hospital Mineola, NY 11050 E-mail: mstecker@Winthrop.org from these conferences, many of which are discussed in this editorial. In addition to the improved patient care and potential avoidance of future complications, the knowledge imparted to the participating group can be priceless. Perhaps one of the most valuable traits of these conferences is the behavior patterns we are teaching our young surgeons, residents, and fellows. These conferences are teaching them that it is perfectly fine to treat patients, examine their treatment plans, identify problems, and learn from any mistakes, all to improve patient care in the future, and hopefully turn a complication into a learning experience. I believe that these conferences are extremely important, and should be a critical part of any surgical program. The M & M conference was one of many conferences that was an important and integral part of physician education regarding complications, delays and errors in patient diagnoses, treatment, and overall management of the patient. The conference was created and controlled by the physicians. The conference was attended by physicians and residents, and was usually closed to others. Discussions were frank and not politically or socially correct. The underlying purpose was to improve patient care, and for the physician, to learn from his/her errors. The discussions were confidential and protected from disclosure.
Medicolegal environment led to a change in morbidity and mortality conferences Intrusion of hospital quality improvement committees and risk management into morbidity and mortality Mandating attendance was not necessary in years past because physicians felt an obligation to be present, but mandating attendance now will not change the attitudes, fears, and behavior of physicians. Discussions will remain guarded and cautious. The educational reward of the M & M conference today is limited by these factors.
Robert Goodkin
Professor of Neurosurgery Department of Neurosurgery University of Washington Medical Center Seattle, Washington E-mail: goodkinr@comcast.n chart review to find appropriately correct and pertinent facts for the presentation, organization of these facts so a clear, concise oral presentation could be made, then a full literature search to provide evidence for the problem to educate ourselves as well as our audience in such a manner as to potentially avoid similar clinical problems in the future.
Commentary Commentary
Morbidity and mortality conferences' use of the socratic method
Yes, if errors of omission or commission were noted, they would be discussed by faculty utilizing a "Socratic method" rendering this presentation highly educational for the presenter, residents and faculty. Often times, all segments of the surgical procedure and postoperative management were done appropriately, but due to the sometimes fickle biology or noncompliance of postoperative recommendations, this beautiful organism we call a human being would achieve a result that was less than optimal. This fact allows us to appreciate the Art of Medicine as well as the Science of Medicine, and teaches us that it is often impossible to separate the two. It is very important we continue to nurture this important educational opportunity and offer means of resuscitation
Morbidity and mortality conferences vs. preoperative and postoperative conferences
M & M conference is also very important for the training of young residents and for patient safety in Japan. But it is not easy to say that the culture for attending the conference has become well-established. When M & M conference was held in our university hospital, only a small number of physicians participated. Attending conference was not mandatory.
However, we have a preoperative and postoperative conference in each department, in which surgical planning and anticipated or postoperative complications from all the cases are discussed. To some extent this conference can be called an M & M conference, but the discussion is not specifically focused on details of the complications or whether or not mortality occurred. Although physicians in Japan are not contractually tied to attending M & M conference, nevertheless, all of us
Morbidity and mortality conferences has important teaching and learning advantages
The traditional M & M conference, though sometimes viewed with trepidation by the presenters, has important teaching and learning advantages. It has the advantage of immediacy, which textbooks, journal articles and lectures often do not. This is because the key actors are personally known to the conference participants, and sometimes the patient is, as well. Certainly the local milieu is well known to all. There is emotional impact as well as intellectual to those programs where it is languishing. Fortunately, most areas of the country still provide protection of educational conferences from legal scavengers but in those that do not; I think we as medical professionals should work with our state and national legislators to have statutes placed that provide this educational protection. I applaud Dr Epstein's attempt to provide information to support this excellent educational opportunity… go get the crash cart please!
Robert McGuire
Chair, Department Orthopedics University of Missippi Medical Cente Jackson, MS E-mail: rmcguire@umc.edu attend pre-and postoperative conference on a daily basis.
Although discussion about preoperative concerns and postoperative issues are of great importance, comparable to an M & M conference, physicians hesitate to talk about their own "faults" or "mistakes", not only for fear of medicolegal reprisals, but also simply because it is embarrassing. Of note, detailed records of the conference are not officially preserved. Ironically, there are still too many medical lawsuits in Japan. Some structural and cultural difference between the United Stated and Japan may lie behind such medicolegal circumstances. 
Atsushi Okawa
Carol Forte
Attorney at Law Blume, Goldfaden, Berkowitz, Donnelly, Fried, and Forte Jersey City, NJ E-mail: cforte@NJATTY.com (in a sub-specialty possibly completely separate from his/ her sub-specialty) may not be the most appropriate use of surgical man hours. 2. Private practitioners who do not maintain an affiliation with a surgical training program or University hospital must weigh the importance of a self-directed M & M against the time away from his/her practice to conduct such. How do you ethically police yourself when you are the only one, or one of a very small group practicing spine surgery at your hospital? 3. The "ABC" (Assess, Blame, Criticize) model of M & M is outdated, at times punitive, and is no longer considered an effective educational strategy for the current generation of learners.
Morbidity and mortality remains a mandatory exercise
Despite these additional challenges, M & M remains therapists, laboratory technicians, physical therapists, medical records, and a host of other key functions do not perform optimally, even the best surgeon is hamstrung. If communication among team members fails, technical skill may not suffice. So, without diffusing responsibility, we need to consider all types of improvements, and not just physician shortcomings. Second, these conferences sometimes focus on the "great case" of some rare disease or unusual presentation. These are often instructive, but so are the suboptimal outcomes of routine cases. Let's optimize the routine, and emphasize its importance and teaching value, as well as the rare and bizarre. 
Commentary
Commentary a mandatory exercise that should be required of all practicing spine specialists and surgeons-in-training, regardless of practice style, size, or academic affiliation. Creative solutions to these additional challenges requires altruistic and empathetic surgeon-leaders willing to implement strategies such as teleconferencing to reach out to satellite hospitals or physicians in private practices, and to adjust teaching styles which encourage less experienced surgeons to admit to and take ownership for their mistakes without draconian penalties. As one of my mentors used to put it "An expert is someone who has made all possible mistakes". In this spirit, we need to be honest and forthright with our complications, and willing to implement change in order to take the most direct path to excellence.
Morbidity and mortality allows us to take corrective actions that go beyond the conclusion of Conferences
At best, without M & M we risk compromise of the central tenet of the Oath from Hippocrates: "never do harm to anyone". Beyond that, and potentially far more destructive, is the loss of credibility, moral degradation, and concomitant governmental oversight/regulations which our profession faces (and as occurs with any institution) if we begin to limit our internal and selfimposed checks and balances on quality. On the other hand, if we expand our traditional M & M approach to include nurse practitioners, physician assistants, as well as operational officers at our institutions, we may find that M & M not only serves to expose our errors, but also allows us to take corrective actions that go beyond the conclusion of the conference. 
P. Justin Tortolani
Spinal surgery is both an art and profession
Spinal surgery is both an art and a profession. The foundation of this is an ability to be honest with oneself and ones' abilities. Much of what is learned in a career in spinal surgery is gained through experience. The most critical element of this is judgment. To quote Mark Twain, "Good judgement comes from experience and experience come from poor judgement." The only way we move forward and improve our craft and decision-making is by critically appraising the results of these decisions and learning from our mistakes.
The Value of M & M Conferences: The Ability to Learn From Our Mistakes
The physical performance of surgery is, with time, performed with a minimal rate of complications. When complications do occur, it requires considerable insight and intestinal fortitude to review each detail of the case, and determine whether some error occurred that could potentially be prevented. Thereby, we learn from our mistakes, and try not to repeat the same mistake, thus providing better care for our patients in the future. This is what underlies our M & M conferences.
Morbidity and mortality conferences need to be mandatory
I would wholeheartedly agree that these conferences need to be mandatory. Surgeons involved should present each case, and must objectively and critically assess not only the performance of the procedure, but also the rationale for doing the operation, and unashamedly hypothesizing the root cause of the unintended outcome, be that morbidity or mortality. One needs to avoid the easy path of blaming the patient for a failed outcome. Rarely this is the case, but I have found that in the majority of instances, some error in technique, preparation, or surgical planning caused an unintended outcome to occur.
Desire to more carefully select patients
During a career doing complex spinal surgery I have, at times, made errors in judgment (operating on patients I had no business trying to help); errors in technique (misplaced hardware, dural tears, neurologic injury); and errors in thinking (not recognizing problems that in retrospect were obvious and avoidable). I know of no surgeon who is not guilty of similar errors. It is particularly through the recognition of these errors that every surgeon I know has been able to learn and grow as an individual, as a professional, and as a human being. As time has gone on, I find myself more dedicated to achieving ever more perfect outcomes with minimal complications, and a desire to more carefully select patients who will be best helped by surgical intervention and avoid operating on those who are unlikely to benefit. This desire to improve my "batting average" is something common to any technician who is interested in getting the best outcomes.
Unfortunately, We Live in a Litigious World
Unfortunately, we live in a litigious world in which physicians struggle to protect themselves from malpractice Commentary litigation, and any bad outcomes can be associated with plaintiff's attorneys seeking compensation for a less than favorable result. Therefore, physicians are understandably cautious about openly admitting culpability in any case associated with a poor result or complication. This prevents learning and progress from occurring. Not only do physicians not learn from their own errors, but they also miss the opportunity to learn from the mistakes of others.
Seth Zeidman
Professor of Neurosurgery Dept. of Neurosurgery Rochester, NY E-mail: drseth@frontiernet.net
Important effect that morbidity and mortality conferences have on patient care
For practicing neurosurgeons/spine surgeons, Dr. Nancy Epstein has just written the best overview on the subject stressing the educational importance of M & M conferences. Her article is an urgent plea to restore M & M conferences to their previous prominence in medical education. Her rationale is based on the important effect that M & M conferences have on patient care as well as medical education. How to accomplish this is reviewed by references cited. [1] [2] [3] [4] [5] [6] [7] [8] [9] Attendance should be mandatory for staff involved in cases being presented First, attendance should be mandatory for the staff, especially the staff involved in the cases being presented at M & M conferences. [7] M & M conferences have considerable educational importance particularly if the format is interactive. [6] It is of considerable clinical benefit to review "useful errors" to improve physician approaches to clinical problems. [5] In the process of reviewing minor/major complications, vital educational points are made. [5, 9] QA efforts attempt, in a broad way, to improve patient outcomes, but lack educational value for practitioners. As Dr. Epstein so eloquently argues, QA efforts/conferences are no substitute for M & M conferences. [1, 5] The M & M conference provides relevant hospital based medical education focused on key patient related problems. Clinically focused relevant problem solving is lacking today in medical education and M & M conferences can be helpful in correcting this deficiency. M & M conferences can prevent future medical errors related to the cases discussed, and Morbidity and mortality conferences deserve to be revived, and should require 75% attendance Dr. Epstein's excellent editorial reaching inevitable conclusions that M & M conferences deserve to be revived is appropriate and timely. Quality patient care can only be maintained through peer reviews and provide relevant focused medical education at the same time. [2, 3] 
Morbidity and mortality conferences: No problem with attendance
We never had any problems with attendance. The format was interesting, the discussions educational, and the faculty, residents, and fellows wanted to participate. All attending physicians were required to be present when their cases were discussed. It is essential that any identifying references in the cases reviewed at the M & M conferences be redacted, and neither specific patient nor physician identified. Without identifications no state discovery law can produce any useful documents.
QA committees may not be as controlled as departments
Finally, the M & M conference is a departmental function; QA committees are composed of members of any department in the institution, and often have Board of Governors members, administrators, and professionals other than physicians involved. The confidentiality of the proceedings of the QA committees may not be as controlled as the departmental administrative structure.
Morbidity and mortality conferences need to be resuscitated for the greater good of all
The concerned surgeon is most interested in improving his/her results which will directly impact patient outcomes in a positive manner. Every complication should be viewed as a sentinel event: an incident not to be repeated, or even worse, to recur in a more serious manner. The discussions at these conferences need to reflect the critical importance of the topic, and be pointed and directed in an objective fashion. There is tremendous power in the collective knowledge and experience possessed by those who attend these conferences. This is not a venue for a personal attack, but rather a forum to identify all of the facts and options, and to try to determine what is needed
Commentary Commentary
There is no conference more valuable than morbidity and mortality I reviewed Dr. Epstein's informal survey with great interest. Certainly, there is no conference that is more valuable than M & M; the converse of that is that there is none that is more disliked. Facing our demons in public can be very disconcerting, and often very threatening. However, the opportunity to discuss actual experiences in a protected environment is extremely helpful. Similarly, the ability to discuss therapeutic alternatives and expectations is extremely important.
Morbidity and mortality most valuable as true learning experiences rather than Pseudo-Trials
In my limited experience, M & M conferences are most valuable when they are approached as true learning experiences, rather than pseudo trials. Terrorizing residents and students, and grandstanding makes it very difficult to accomplish anything of value; thus, strict rules of engagement are necessary.
Residents required and faculty strongly encouraged to attend morbidity and mortality conferences We usually learn from our mistakes. Even better is to learn from the mistakes of others. Frank discussions of bad outcomes-and the mistakes that led to them-in a forum with impartial, knowledgeable and experienced colleagues allow all to profit. Honest give-and-take collegiality has been, and remains part of the practice of medicine. Even the greatest neurosurgeons of the past would honestly admit, in conferences, and even in writing, that "I killed this patient!", "I could have done better", "learn from my mistakes," etc. And by sharing that information, medicine, in general and neurosurgery, in particular, advanced. That's why M & M conferences have always been an important part of our culture! They were initially conducted with the best of intentions. What's happened to them?
Morbidity and mortality turned into a circus
In many institutions, they have turned into a circus. The audience no longer consists of colleagues of more or less equal stature. Now M & M conferences have become a freak-show where egos clash and nonneurosurgeons, residents, medical students, and, sometimes, nurses, nursing students and even hospital administrators sit on the sidelines to enjoy the show. Rival practitioners and practice groups try to "one-up" one another as they "play to the crowd". And if some are naive enough to believe that these discussions are all honest, totally for learning and quality improvement?-Well, I have a bridge between Manhattan and Brooklyn that I'd like to sell them.
The problem with present-day morbidity and mortality's is that there are too many on-lookers
The problem with present-day M & M's is that there are too many on-lookers who have neither the sophistication nor specific education, to understand the nuances of a difficult case. All they remember is a dead or crippled individual or those that spend needless weeks in the hospital because of wound infections or other complications. These on-lookers leave the conference and start talking: "Yes, when I graduate from Med school, I'll do so much better than those clowns". And the nurses, nursing students, social workers pass the stories on. Perhaps some may profit from it: go to a malpractice attorney and get a hefty "finder's fee". And some idiot junior hospital administrator will report cases of "obvious incompetence" to superiors-none of whom have ever been to medical school or even in an operating room but make important decisions based on care costs and length of stays as they equate, say, surgeons who do complex spine procedures on elderly patients with surgeons who operate on ruptured disks between L4 and S1.
Surgeons Need a Forum For Serious and Dispassionate Discussion of Results/Complications
Nonetheless, surgeons need a forum for serious and dispassionate discussions of results, complications and their management. We need to return to our "roots" where professional colleagues discussed cases in a gentlemanly, and honest manner. I think that M & M conferences are very valuable, and must continue. But they must be restricted to those who have the level of intelligence, experience, and sensitivities to make refined judgments and distinctions in any particular case. This is not "entertainment" and we do not need an "audience". 
Patrick J Kelly
Commentary
If morbidity and mortality data is leaked to lawyers, "Morbidity and mortality is dead"
To me, the most shocking commentary above was Robert (Bob) Goodkin's, stating that someone leaked the cases to lawyers to pursue. That individual should have been fired. We do not know the outcome of that dishonorable behavior.
What Bob has stated in his comments is chilling. Not only is the information and discussion in M & M conferences available to lawyers and thus is not privileged, but also the information is used by the hospital for credentialing. I have two immediate reactions to his statement.
First, it is obvious that under the conditions he states, M & M is dead. No faculty will be honest enough to reveal information that will compromise his/her employment, credentialing, or place him/her in jeopardy of the courts. Also, honesty is lost as is the educational and learning value of the conferences. If I were Chairman in such a circumstance, I would stop the conferences.
Second, Let's reverse the thinking. Let us say that all discussions among lawyers about any case is nonprivileged, or hospital administrators discussions in private about what they say about the staff, the Board, and others must be recorded and is not privileged. Also what is discussed in Banks, Corporate Board Rooms in private conversations is all open to public evaluation. If that were known, the suggestions that Doctors private conferences about patient decisions would become immediately private and privileged.
Physicians are at fault for "Permitting invasion of their privacy" in morbidity and mortality conferences
The reason why the changes he described happened was that, as one of the commentators stated, it was the fault of the physicians themselves for permitting this invasion of their privacy to occur. The second reason is that this change in M & M is a direct result of Socialization of Medicine. Once the government controls, as it does now 45% of the payers and 100% as it intends under the present Obama Administration, there is no limit to their invasion of the privacy of the doctor patent relationship. This invasion can be justified because the government is paying for the care. Given that scenario, I fear that what Bob Goodkin has stated will become universal. It appears that the precedent has already been established at one major medical center in the USA.
Morbidity and mortality should be private, not recorded discussions, and should be "Privileged"
What physicians need to do is to maintain that these discussions are private discussions among the participants; they may not be recorded, and they are privileged. If the hospital or any participant does not sign appropriate legal documents ensuring the privacy of these meetings, then the individuals will not be able to attend. If they violate the agreement, they are subject to immediate dismissal. The other alternative is to cancel the meetings. They could be held at a private home unannounced and unrecorded. At a minimum, I suggest that doctors having M & M conferences draw up legal documents now insuring the privacy of these meetings as I have stated to protect the participants. Another alternative is to discuss the patients without any identity of patient, location, or surgeon. That solution is less attractive in solving problems among colleagues.
